MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF EATH E63_044552

DEPARTMENT OF PUBLIC HEALTH AND ws:.r ;
DO NOT WRITE AMENDED E Registratlon District No, _____ ./ _j_--___-_frlmurv Registration Disrict No. __ - ML __Registrer's No

ON THIS STUB 1ILED) I\.Ill\l 1N ]‘-lh-l
1. FLACE OF DEAI’H 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befora

a. COUNTY Knox . sTATE i 8 sourl b. county Knox admission)
b. Cl'l;( {If outside corporate limits, give TOWNSHIP only) Length of stay in b c. CITY Inside Limits

1OWN  gdina 4 Days TOWN Colony Yo [K No O

€. :%EPII\‘TAATEOEF (If NOT in hospital, give location) Inside Limits d. ASI':I’IB%EE'LS - {If cutside, give location) Reside on Farm

INSTITUTION Gibson Hospital Yes Of No 3 E Yeo 0 Ne O
3. NAME OF DECEASED First Middle Laet 4. DATE Month Day Year

(Type or print) OF
BIma. Lillien Huatoad peaTH  NoVember &,1963
5. SEX 6. COLOR OR RACE 7. Married (K Never Married [] 8. DATE OF BIRTH | 9. AGE {last birthday) | IF UNDER 1 YEAR _IF UNDER 24 HR

Widowed Di d th H Min.

Fﬂmle White idowed [ ivorced [] 9/7/1908 55 Mgﬂ sI 1“"] ours in
10a. USUAL OCCUPATION [Give kind of work done { 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired)

1fﬂ Nﬁ“rk_. &uth Dikot& U.S.A.

13a. FATHER'S NAME . 13b. MOTHER’'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE ~

Otto lanz Annie Ive2son Burley R. Hustead

STATE FILE NUMBER

VS 300
Rev. 4/59

'O s
200524

DATE AMENDED

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. S0OCIAL SECURITY NO. | 17. INFORMANT Address

(Yes, nc.ﬁounknown)l {If yas, given&' or dates of serv Burley R. H\lst@a‘ colon,' MOO

18. CAUSE OF DEATH (Enter only one cause per line N— INTERVAL BETWEEN
Congestive circulatory failure ONET AND DEATH

PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

DOCUMENT

Conditions, If sny,y  DUE TO (8] Decompensated hypertensive heart deseasq\ "3 yrs

which gave rise ta |
above cause (a),

aring the under- DUE 10 1) Arteriocsclerosis !

PART 1. OTHER SIGNIFICANT CONDITIONS CONMTRIBUTING 1O DEATH but not related to the terminal PART 11l. If deceared was female was
disease condition given in PART | {a) there a pregnancy in last 90 days.

- I O Yes |[XJ No ] O Unknown

19. WAS AUTOPSY | 20a. ACGCIDENT SUICIDE HOMICIDE 20h. DESCRIBE HOW INJURY QCCURRED. (Enler nature of injury in PART I or PART [l of item 18.)
PERFORMED? im| -0 a
YyesO NOOD

20c. TIME OF  Houb  Month, Day, Year |
INJURY a.m.
' p.m. -
20d. INJURY QCCURRED F0e. PLACE OF INIURY {e.g-, In or about home, | 20H. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [J farm, fat_:tory, street, olf_ice bidg., atc.)

NOT WHILE AT WORK [] i L
Oct. 30, 63 Nov. ©, '03 and last saw :ier:,aliv. an Nov. B y 00

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

10,

21. 1 attended the deceasfd

Death occurred ata m on the date stated sbove, and to the beat of my knowledge, from the causes stated.

a c.
(Deweeﬁr title) D . 0 . 22b. ADDRESS Edina , .Mo . li/)i.Ib?%?

23a. BURVAL . 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION [City, town, or county) (Srate)

REMOVAL (Specity)
_my__&l:u_cgmatpry Colony, Missguri

24. FUNERAL DIRECTOR 25. DATE RECD. BY LOCAL REG. 24, REGISIRAR'S SIGNAJU. y
JFe &+ COGar JT La Belle, Missoury ///f/éa ' 525 Qf,z W—-
4 4

{Licensed Embalmer’s $ temanr on Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

-

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by MC/% Student Embalmer No.

working under my personal supervision.

Student,

. Signature of Student Embalmer
- WA R
. Licensed Embalmer No. s

ot : . St - P. O. Addr

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure 10 comply
with the above constitules grounds for revocation of license).

If embalmed by aTSTUDENT, he also shall : sign in his, OWN handwrmng

I this body is not embalmed, fact should be so stated above” ™~

LY




